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AUTHORIZATION FOR RELEASE OF INFORMATION

I, _______________________________ do hereby request Amber Pilkington, M.Psy., LPC, CART and Dignity Women’s Center release protected health information. 

In accordance with this request, I hereby release and forever discharge and agree to hold harmless and indemnify Amber N. Pilkington, M.Psy., LPC, CART and Dignity Women’s Center administration and staff, and all other officers agents and employees from any and all claims, demands, damages, actions or suits of law or in equity of whatever kind which might arise in accordance with my request.

Purpose of Disclosure:
____Continued care                                     ____Personal knowledge
____Employment                                         ____Insurance
____Legal                                                    ____Other__________________________________________

Additional information about purpose of disclosure:
_____________________________________________________________________________________

_____Please have the following information from an outside person/provider/agency conveyed to Amber Pilkington, M.Psy., LPC, CART &Dignity Women’s Center
_____Please have Amber Pilkington, M.Psy., LPC, CART &Dignity Women’s Center convey the following information to an outside person/provider/agency (allow 2 weeks to process).
Check all desired:

COUNSELING RECORDS	                                                        

_____Treatment summary  _____Diagnosis	  _____Progress notes _____Treatment recommendations  _____Last clinical visit note
_____Dates of treatment	_____Testing results _____Diagnosis_____Other__________________________________________    
_____Exclusions (items not to be disclosed)________________	  _____Other________________________							                                                                                                	 	           			  
How would you like this information communicated?
____Verbal discussion ____Written information
____Other____________________________________________________________________________

RELEASE INFORMATION TO:

Name or Agency: ___________________________________   Address: _______________________________________

Phone Number: _____________________________________  Fax Number: ___________________________________

This authorization is voluntary and not a condition of treatment.  This authorization is automatically void after 1 year, and may be terminated by the client at any time with written notice by the client, effective as of the date of signature.
Information sent and/or received through this authorization may not be re-released to another individual or agency. There may be a $25 fee if records released are longer than 5 pages faxed or phone calls are longer than 10 minutes. 


_________________________________________     ________________         ______-______-_______
Name of Client (print)				Date of Birth		SS#

_________________________________________			____________________
Signature of Client								Date
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